Background and Aims: For the postoperative patients, the determination of energy expenditure (EE) to assess the energy requirement is very important. Little data was known regarding the EE in the patients who are receiving bilateral lung transplantation. Indirect Calorimetry (IC) is considered as a standard method for assessing EE, however the limitation were high cost, relatively complex and requirement for trained personnel.
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The other methods to predict EE such as predictive equations were simple, fast and affordable. However, the accuracy was doubt especially in critical ill patients. The present study was to compare the methods for assessing EE between IC and predictive equations after bilateral lung transplantation.
Methods: Three patients receiving bilateral lung transplantation were measured Resting Energy Expenditure (REE) by using IC, M-COVXTM (Engstrom carestation, Datex-ohmeda Inc., Madison, WI, USA) after operation. At the same time, the predictive REE was calculated by using either the Harris and Benedict (HB) equation, or Ireton-Jones (IJ) equation for the mechanical ventilator patients. We compared the differences between these three methods in assessing EE.
Results:
The estimated value of the HB equation is 1.1 times higher than the IC value. The value estimated by IJ equations is only 0.8 and 0.9 times of the IC value for the overweight and the normal weight patients respectively. For these patients without extracorpeal membrane oxygenation, the HB equation is close to the value measured by IC. The predictive value of the IJ equation is lower than the measured value of the IC, especially for the overweight patients.
Conclusion:
In conclusion, the predictive equations to predict EE in lung transplantation patients is need to adjust by the body weight and it need further large scale study to confirm. Results: There were 112 female patients (32.8%), and the mean age was 65.1 years (range: 18-101 years). The mean Acute Physiology and Chronic Health Evaluation (APACHE) II score was 16.8 and mean Glasgow coma scale score was 10.1. One hundred thirty-seven patients (49.0%) were re-intubated within 48 h (failed UE), and sixty patients died (17.6%). Compared with medical group, the surgical patients had a similar mean value of ICU (14.3 vs 15.7 days), hospital stays (37.8 vs 37.5 days) and hospital costs (51.7 vs 46.3 × 10000 New Taiwan Dollars), but lower failed UE (40.4% vs 56.7%, P = 0.002) and hospital mortality (13.0% vs 21.7%, P = 0.025). Multivariate analyses were performed to evaluate those factors predicting failed UE and mortality, and it showed that higher APACHE II and positive end-expiratory pressure (PEEP) and not in weaning status before UE predicted failed UE, and uraemia, liver cirrhosis and cancer patients were independently associated with hospital mortality.
Conclusion: Among UE patients, surgical group had similar hospital stays and expenditures. After adjusting for confounding factors, surgical patents were not associated with hospital mortality nor failed UE. Those who had higher APACHE II and PEEP and not in weaning status were associated with failed UE. Uraemia, liver cirrhosis and cancer patientswere associated with higher mortality in patients who underwent UE. would allow for higher pressure than facial mask without substantial air leak. We hypothesize the significant reduction of reintubation rates in the patients with NIPPV delivered by helmet would be expected.
Methods: Between March 1, 2017, and April 30, 2018, Thirty-nine consecutive patients with respiratory failure within 48 h after extubation and applied by NIPPV were retrospectively collected in a medical ICU in an academic, tertiary care hospital.
Results: Respiratory failure due to hypercapnia was sixteen patients, hypoxemia was nineteen patients, and post-extubational stridor was five patients. Comparing the NIPPV delivered facial mask with helmet, there was no difference in the rate of reintubation (53.8% vs 46.2%; OR, 1; 95% CI, 0.24-3.80) or ICU mortality (4.8% vs 11.1%; OR, 0.59; CI, 033-4.8), duration of NIPPV (2.6 vs 3.7 days, P<0.16), and removal rate of carbon dioxide in blood. According to the cause of respiratory failure, comparing the difference in the rate of reintubation, ICU mortality, and removal of carbon dioxide, there were no differences between delivered by facial mask and helmet. Although there was no statistical significance, the severity was higher in the patients with delivered by helmet (sequential organ failure assessment, 2.23 vs 3.44; P<0.09).
Conclusion: NIPPV delivered by helmet than facial mask significantly reduced the intubation rate among ARDS patients. However, in this study, the effect of NIPPV delivered by helmet was not significant in patients with post-extubation respiratory distress. The severity of the patients would be distorted by the small number of patients might influence our outcomes.
Thus, we will collect more cases and analyze again each year.
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